A series of 100 penetrating wounds of the abdomen and thorax is reviewed. Eighty-three were due to stab-wounds.
Introduction
Stab-wounds are occurring with increasing frequency in urban hospital practice in Great Britain (Editorial, 1966) . There are few British reports on this type of injury, in marked contrast to their frequent appearance in American literature. For this reason the present study was undertaken with a view to assessing the incidence, the presenting symptoms and signs and the results of treatment.
Material
One hundred cases of penetrating injury of the abdomen and thorax treated at the Manchester Royal Infirmary over the period were analysed. Eighty-three of these cases were due to stab-wounds. Incidence
The trend in the yearly increase in stabwounds is illustrated in Fig. 1 significant rise is observed in the winter months together with an unexplained peak in the month of June. Accidental penetrating injuries occurred most commonly in August, corresponding with school holidays, and was largely accounted for by a high incidence of child impalement injuries.
The time of arrival of stab-wounds in the Accident Room is shown in Fig. 3 The age distribution of the victims is given in Fig. 4 
Abdominal wounds
The numbers of abdominal and thoracoabdominal stab-wounds and their mortality are given in Table 1 . 
Clinical features
The presenting symptoms and signs of intraabdominal injury are given in Table 2 .
Tenderness and guarding were consistently found to indicate intra-abdominal bleeding or organ injury, and when noted to be absent, in 20% of cases, laparotomy showed only peritoneal puncture. 
Investigations
Patients who were clinically shocked had routine blood-grouping and cross-matching.
Abdominal X-rays were found to be valueless in the assessment of abdominal injury. However, since two of the thoraco-abdominal injuries were originally thought to be solely abdominal and later on exploration found to be combined, it is suggested that an erect film of the chest is essential in upper abdominal stab-wounds to exclude haemothorax or pneumothorax. Thoracic stab-wounds There were forty-seven cases of stab-wounds of the thorax with two deaths (mortality 4%). Eighty-five per cent of stab-wounds entered over the anterior chest wall and only 15 % were situated on the back (Fig. 5) .
Clinical features
Clinical signs and symptoms were assessed in cases of pneumothorax and haemothorax and are given in Table 4 . (Morris, 1966) . Local injection of radio-opaque material into the wound-track has also been used to define whether the peritoneum has been breached and reports have been satisfactory (Rodkey, 1966) . Neither of these techniques has been used in this series.
Treatment of individual organ injury was straightforward and agrees with that described by other authors (Roberts & Lavelle, 1966; Goldman, de Laurentis & Rosemond, 1962) . Stomach and small bowel perforations were sutured; large bowel perforations were also sutured without colostomy, but colostomies were made for rectal wounds. Liver injuries were sutured or had stopped bleeding at laparotomy. They were all drained. Pancreatic injuries were sutured and drained. Injuries to the extra-hepatic biliary system and spleen were not seen.
A mortality of 6-5% is comparable with that of American authors (Rodkey, 1966: 6.2%; Goldman et al., 1962: 3-6%). Two cases died early with asystolic cardiac arrest following haemorrhage from the aorta and inferior vena cava, and the other died later from renal failure complicating peritonitis. The mortality from large vessel haemorrhage is invariably high; a figure of 70% is given by Beall (1960) , and of 75% by Parmley, Mattingley & Mannion (1958 (Valle, 1952) . Thoracotomy was undertaken for a stabwound of the heart and in the above cases of intra-pleural bleeding. One of the latter required later decortication for a clotted haemothorax (Nicholson & Scadding, 1944) , the only case where later elective surgery was required. (Dickenson, 1965; Crymble, 1961; Lawrie, 1955; Pryer, 1953) encourage attempts at vigorous resuscitation with pericardiocentesis and immediate thoracotomy.
